SUMMARY In a 20-year-old woman who developed pelvic peritonitis and perihepatitis, Chlamydia trachomatis was isolated from the lower genital tract. There was a significant rise in the antibody titre against C trachomatis, suggesting that an ascending infection by this organism may have been responsible for the condition.
Introduction
The syndrome of perihepatitis is not a rare complication of gonococcal pelvic inflammatory disease (PID).' 2 Perihepatitis associated with PID is also known as the Fitz-Hugh-Curtis syndrome.3 4 Recently, Muller-Schoop et a!5 found serological evidence that Chlamydia trachomatis in the absence of gonococcal infection may play an important role in this peritoneal inflammation. A case of PID due to C trachomatis with exudative ascites and pain and tenderness in the right upper quadrant suggestive of perihepatitis in a young woman is presented.
Case report
A 20-year-old woman was admitted to hospital because of pelvic pain. The patient was para 1 with no miscarriages. She had previously been well with a regular menstrual cycle. PAST Cultures for C trachomatis were performed simultaneously using an isolation technique described elsewhere. 6 The patient was discharged and treated for suspected PID with penicillin V 2 megaunits orally four times daily and metronidazole 300 mg orally three times daily.
Four days later however the patient was readmitted because of vomiting and pelvic and upper abdominal pain. Her temperature was 37 8°C. Examination showed pelvic peritonitis and severe tenderness at the right costal margin (Murphy's sign). The WBC count was 10 5 x 109/l, and the erythrocyte sedimentation rate (ESR) was 20 mm in the first hour. Culdocentesis produced 400 ml of yellowish serous inoffensive fluid. Culture results for C trachomatis from both cervical and urethral specimens were positive. Parenteral treatment with doxycycline 100 mg 12 hourly for four days was started (and continued orally for 10 days). Acute-phase titre in the single-antigen immunofluorescence test (IFAT) for IgG antichlamydial antibodies7 was 128.
Radiographs of the chest and abdomen were normal. 341
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On examination the following day the patient appeared well. Her temperature was normal and no pelvic mass could be found. However, Murphy's sign was still strongly positive. Her IUD was then removed; there was no growth of aerobic or anaerobic bacteria on culture. Urine culture for bacteria gave a negative result. Serum urea, serum and urine amylases, serum electrolytes, and serum transaminases (on four consecutive days) were all within normal limits. Cultures of stool specimens on three consecutive days gave negative results for yersinia, salmonellae, and shigellae. Blood culture for bacteria gave repeatedly negative results. Culture of the culdocentesis aspirate yielded a Peptostreptococcus, sensitive in vitro to penicillin and metronidazole but resistant to tetracycline; the fluid was not cultured for chlamydia. Gynaecological examination five days later was normal. The ESR was 25 mm in the first hour, WBC count, 5-9x 109/1, and the IFAT titre for antichlamydial antibodies on serum obtained nine days after the first specimen had risen to 1024 (an eightfold increase). The patient was discharged on the tenth day after admission. Follow-up examination showed no abnormalities and the patient was asymptomatic. 
Discussion

